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suffer  poorer  health  than  their  non-Aboriginal  counterparts  (Canadian  Institute 







system  is only one avenue  to Aboriginal health  improvement, but  it  remains a 
crucial one.
Both the federal and British Columbian governments have acknowledged that 
Aboriginal  participation  in  health-care  decision  making  contributes  to  overall 













in this field. Studies that refer to Aboriginal participation in health planning are 
— 1 — 
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This  article  explores meaningful  participation  in Aboriginal  health  planning 
using the findings of case study research on the Aboriginal Health and Wellness 
Advisory Committee  (AHAWAC) of  the  Interior Health Authority.  Interviews, 
direct observations, and document review methods were used to gather data that 
provide rich accounts of the challenges that committee members face in establish-
ing meaningful working relationships between Interior Health officials and local 
Aboriginal communities. Recommendations based on the analysis of these data 
are provided.
Aboriginal Health Within the Interior Health 
Authority
Interior Health was established in 2001 as one of five newly consolidated regional 
health authorities in British Columbia. Geographically, the Interior Health Service 
Area  includes  over  200,000  square  kilometers  in  the  southern  interior  of  the 
province. Interior Health serves approximately 700,000 residents with an annual 
budget of $1.2 billion. 
The service area contains  the  traditional  territory of many culturally distinct 
First  Nations:  Shuswap;  Okanagan;  Ktunaxa;  T’silhoqot’in;  Nlaka’pamux; 
St’Wixt; Carrier; and Slt’atl’imx (Interior Health Authority 2003). The Interior 
Health  region  is  also  home  to many Aboriginal  people  originating  from  other 
parts of the province, country, and continent. In 2001, there were 36,700 Aborigi-
nal people  residing  in  the  Interior Health service area, comprising 5.7% of  the 
overall population of the region, Aboriginal peoples comprise 4.4% of BC’s popu-







the  age-standardized  mortality  rate  for  status  Indians  in  the  Interior  Health 
region  ranges  from  84.6  to  163.7  per  10,000  (spread  across  Interior  Health’s 
Health Service Areas), while the rate for other residents ranges from 56.2 to 68.9 
per 10,000 (1991–99 data. Interior Health Authority 2003). The infant mortality 
rate,  another  indicator  of  population  health,  reveals  a  similar  trend:  The 
upper  range  of  the  infant mortality  rate  is  10.6/1000  births  for  status  Indians, 
and 5.6/1000 for other residents (Interior Health Authority 2003).
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and  Lysack  1998).  Public  participation  is  also  consistent  with  the  approaches 







The  principle  of  affected  interests  states  that  everyone  who  is  affected  by 
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and community members, to make more efficient use of scarce resources, and to 
encourage creative problem solving (Pivik 2002). However, several commenta-
tors have noted that there is little empirical evidence to support these professed 





While  citizen  participation  in  health  planning  is  intuitively  appropriate,  the 
strategies  for  and  evaluation  of  participation  are  decidedly  complex.  Labonte 
and Laverack’s  (2001)  caution  is  useful when  appraising  citizen  participation: 
“Whenever the term ‘participation’ is encountered, it should always be followed 
by the specifications, ‘by whom,’ ‘in what,’ ‘why’ and ‘for whose benefits’ ” 
(Labonte and Laverack 2001, 127). 
Regionalization and Public Participation











one of  the objectives of  the  transition  to  the  regional model  (Kouri 2002, 20), 
but the extent to which public participation appears a priority for regional health 
authorities varies (Flood and Archibald 2005). 









system”  (Aboriginal Governors Working Group  1999,  1).  The  implications  of 
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regionalization for Aboriginal health care have not been significantly addressed 
in the literature. 
Aboriginal Participation in Health-care Decision Making
Prior  to  European  contact,  Aboriginal  communities  in  what  is  now  British 
Columbia had regionally specific, locally controlled, and often sophisticated 
systems of health care (Kelm 1998). Through the process of colonization, these 
systems  were  displaced,  de-legitimated,  and  challenged  by  new  diseases.  The 
history of Aboriginal participation in Western health care has been marked largely 
by exclusion and paternalism on the side of past governments (Kelm 1998) and 
the  contemporary  notion  of  participation  cannot  be  divorced  from  this  legacy 
(O’Neil, Reading, and Leader 1998). 
In order  to understand  the contemporary participation of Aboriginal peoples 
in health-care decision making, it is important first to grasp the basic elements 
of Aboriginal health care. This involves tracing the complex system of funding 
relationships  and multiple  accountabilities  (Abele  2004)  as  they  have  evolved 
into  the  current  scheme,  in which  the  government  of  Canada  has  responsibil-
ity  for  ensuring  the  provision  of  health-care  services  to  status  Indians  and  the 
Inuit, which are  then provided  to Aboriginal peoples  through a combination of 
federal, provincial, and Aboriginal-run services. What is given here is a greatly 
abbreviated version of history  that may, at  the very  least, point  to  the political 
influences, competing assumptions, and fragmented service delivery that char-











gations  of  the Canadian  state  to Aboriginal  peoples. Notwithstanding  this,  the 
Canadian government has been  formally  involved  in health service delivery  to 




In  the  early  to mid-1900s, Aboriginal  health  policy was  shaped  by  colonial 
notions of racial superiority, the concept of the “white man’s burden,” and fears 
of  infectious  diseases  localized  in Aboriginal  communities  (e.g.,  tuberculosis 
due to the poor living conditions on reserves) (Kelm 1998). Within this agenda, 
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In  1969, Prime Minister Trudeau’s White Paper  called  for  the  repeal  of  the 
Indian Act in order to encourage the greater assimilation of Aboriginal peoples 
into mainstream Canadian  society  (Indian and Northern Affairs Canada 2004). 








ment  announced  the  opportunity  for  eligible Aboriginal  communities  south  of 
the  60th  parallel  to  assume  administrative  control  of  federal  on-reserve  health 
services. The federal cabinet approved the Indian Health Transfer Policy in order 
to fulfill this commitment. Many Aboriginal communities are currently involved 
in Health Transfer. In the Pacific Region (British Columbia), as of June 2004, 41 
transfer agreements have been signed, affecting 55% of on-reserve First Nations 
communities in the province (Health Canada 2004). 













the  government  formed  six  Aboriginal  Health  Councils  across  the  province. 
The  Health  Councils  were  comprised  of  Aboriginal  representatives  from  the 
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participation in health authority governance was eliminated, along with the entire 
Aboriginal Health Council  structure.  Interior Health  and  the  four  other  newly 
formed  regional  health  authorities  assumed  the  responsibilities  for Aboriginal 
health planning and resource allocation.
Aboriginal  health  plans  are  a  ministry-mandated  requirement  of  each  BC 




Planning 2002, 87). While the Ministry provides final approval of all regional 
health authority Aboriginal health plans, to date there has been no formal assess-




The  Aboriginal  Health  and  Wellness  Advisory  Committee  (AHAWAC)  was 
formed  on  May  6,  2002,  when Aboriginal  community  members  and  Interior 
Health staff met  to discuss  the province’s  transfer of Aboriginal health respon-
sibilities  to  the  regional  health  authority.  The AHAWAC  is  comprised  of  14 
Aboriginal community members, seven Interior Health staff (ex officio) and two 
Interior Health Board members (ex officio). With two exceptions, all members of 
the AHAWAC are Aboriginal. 
Data Collection 
The  research  relied  on  interviews,  direct  observations,  and  document  review. 
Interview participants were purposefully selected from a list of the 23 members of 
the AHAWAC, using quota selection to provide geographic coverage and balance 
between urban and  reserve-based  research participants. Eleven  in-person  inter-
views were conducted in geographically dispersed locations within the southern 
interior  of  British  Columbia;  two  interviews  were  conducted  by  telephone. 
Interviews were  semi-structured  and  interview  transcripts were  central  to  data 
analysis.
Additional data collection occurred through direct observations of two types of 
meetings. Four community consultation meetings offered a significant look at the 
relationship between Interior Health and Aboriginal communities. At an AHWAC 
meeting,  interview  respondents  voiced many of  the  same views  and  anecdotal 
stories  that  they  shared  with  the  researcher  during  personal  interviews.  This 
apparent “duplication” served  the purpose of data  triangulation. Data collected 
from  each  of  the meetings  included  descriptive  notes  (reconstruction  of  some 
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Data  analysis  relied  both  on  direct  interpretation  and  categorical  aggrega-
tion.  Various  techniques  were  used  for  data  analysis,  including  text  searches 
for  recurring words,  identifying  internal  inconsistencies,  and  colour-coding  of 
“issues.” In order to define and distinguish themes from the data, the researcher 
used  recorded  audiotape  to  “talk  out”  the  analysis,  and  played  back  the  tapes 
to define a logical interpretive path. These recordings document some of the 
iterative coding procedure  in action. Through  the analysis, overarching  themes 






Health—a  bureaucratic  organization  accustomed  to  Western  medicine—and 
local Aboriginal communities that are enduring the effects of historic disenfran-
chisement,  continuing marginalization,  and  poor  health  status.  In  this  context, 
representation is a multifaceted concept. It points to the representational role that 
committee members each play with respect to “the community” and/or govern-
mental health authority. Representation implies the power to survey, define, and 
categorize the represented. The committee itself is also a representation—it is not 
just  a working body, but also a  symbol of  the  relationship between Aboriginal 
peoples and “the government.” Representation offers dilemmas  that committee 
members  must  resolve  in  carrying  out  their  work.  Reconciliation  implies  the 
rebuilding of damaged relationships. Integral to the concept of reconciliation is 
the redefining of a balance of power between parties. Reconciliation is also the 
process of creating correspondences between competing agendas and conflicting 
world views. 
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Findings: Common Aim, Divergent Perspectives
Some of the findings of this investigation are illustrated here by quotes from 
Advisory Committee members. 
Lost in Translation: Defining the Purpose of the Committee 
According  to  the  Committee’s  terms  of  reference,  the  committee’s  purpose  is 
to “provid[e] advice to Interior Health on matters pertinent to the improvement 
of  health  and  health  services  for Aboriginal  People”  (Interior  Health Author- 














by  the  Ministry  of  Health  through  the Aboriginal  Health  Initiatives  Program 
(AHIP). These  funds  offer  a  vital  source  of  revenue  to Aboriginal  community 
programs that promote health improvement. A subcommittee of AHAWAC judges 





Resource scarcity begets conflict;
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Widening the Circle: The Challenge of Community Representation
According  to  the  committee’s  terms  of  reference  accountability  statement, 
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Some members  express  concern  about  the  committee’s  ability  to  represent  all 
















You  hear  the  complaint  [from Aboriginal  community members],  “Well, we  don’t  get 
services from the province” … They’re so confused; they don’t know who’s paying for 
what or who should be giving them what. It’s too complicated.
Difficulty of reaching marginalized people
To get information out from here to the average person, it takes more than posting it at the 
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god! That’s  far  too much money  for  those  Indians,  so cut  it back.” So  to me  it’s  like 
trinkets  again:  “Give  those  Indians  a  few  trinkets  and  they’ll  be  quiet  and  happy  for 
a while and fight amongst themselves and we’re okay, we can carry on with business  
as usual.”

















Given  the  committee’s  position  as  an  intermediary  body  between Aboriginal 
communities and Interior Health, meaningful representation implies multi-direc-
tional accountability relationships. This includes accountability between Interior 
Health  and Aboriginal  communities  (vertical  accountability),  and  between  the 
community-based committee members and Aboriginal peoples in the region (hori-
zontal accountability).  Intersecting accountability describes converging respon-
sibility for meaningful participation, and conflicting accountability refers to the 
tension inherent in multidirectional accountability relationships. Mutual engage-
ment describes a relationship that promises to support meaningful participation. 
Vertical accountability. Accountability  between  Interior  Health  and  the 
committee is founded upon the provision of sufficient support for meaningful 
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Abelson  and  Gauvin  contend  that  regional  health  authorities  can  sidestep 
answerability  if  the participatory process  is not based on trusting relationships. 
They explain:
RHA [regional health authority] decision making can find superficial, non-binding ways 




Horizontal accountability. It  is not merely the link to constituency organiza-
tions  that determines appropriate accountability;  rather, accountability  refers  to 
the quality of the interactions between representatives, constituent organizations, 










to the findings, both community-based members and the health authority have 
responsibility  for gathering knowledge and cultivating  relationships with  com-
munities. 












ment. All  actors  in public participation have  important parts  to play  in mutual 
engagement, but not identical roles. 
As Interior Health receives funds for Aboriginal health planning and holds the 
final place of authority in the advisory relationship, the organization is respon-
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sible for providing support (resources, staff, supportive environment) for mean-




Interior  Health  plays  an  important  role  in Aboriginal  community  engagement 
through episodic and ongoing engagement efforts. Initiating these relationships 
is  clearly  challenging  for  the  organization,  as  this work  goes well  beyond  the 
boundaries  of  service  provision,  yet  it  is  not  Interior  Health  alone  that  deter-
mines  meaningful  participation. Mutual  engagement  supports Aboriginal  self-
determination by acknowledging the critical role of proactive community lead-
ership. Community-based committee members  are  far  from passive  in  shaping 
the  relationship between  Interior Health and Aboriginal communities. Through 
their  bridging  role  as  community  representatives,  community-based  committee 
members can encourage and facilitate or, alternatively, inhibit engagement. 
In identifying elements of meaningful participation, the preceding discussion 
suggests  that meaningful  participation may  be  supported  and  developed.  Still, 
surmounting some barriers to meaningful participation will be more difficult than 
clearing others,  such  as  low  community  capacity,  lack  of  implementation,  and 
inadequate  resources. A  problem  that  seems  even more  immutable  than  these 
is that of reconciling the conflict between Aboriginal conceptions of health and 
the biomedical foundation of the health-care organization. The research findings 
and the literature have suggested a place to achieve some resolution of this latter 
tension and thereby to facilitate more meaningful participation. 
A Meeting Place: Population Health and Aboriginal Health 
Planning
The population health approach. Population health is “an approach to health that 
aims to improve the health of the entire population and to reduce health inequities 
among population  groups”  (Health Canada 2001b),  by  focusing  on  the  impor-
tance of broad  social,  environmental,  and biological determinants of health on 
health status. The population health approach is espoused by population health 
divisions at the federal, provincial, and regional health authority levels, but the 
necessity of such “special” departments point to the difficulty in reorienting the 
entire health care system towards the population health approach.
Applying  a  population  health  perspective  to  health  planning  involves  the 
following five planning principles: holistic view of health, evidence-based 
decision  making,  focus  on  equity,  use  of  partnerships,  and  empowerment 
and  public  participation  (Canadian  Institute  for Health  Information  2005). Acting 
as  an  educator,  resource broker,  community developer,  partnership developer,  and 
advocate,  the  health  authority  can  support  community  empowerment,  participa-
tion,  and  inter-sectoral  approaches  towards  addressing  the  determinants  of  health 
(Labonte 2002).
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tion is available, “health officials ... seem unable to apply recent developments in 
social epidemiological theory and population health research findings” (Raphael 




policy,  population  health  has,  as  of  yet,  been  limited  to  a marginal movement 
within health care (Evans and Stoddart 1994; Lindbladh, Lyttkens, Hanson, and 
Ostergren 1998; Raphael 2003; Raphael 2000).
Aboriginal approaches to population health. Aboriginal peoples “do not see 
themselves  as  a  pan-Aboriginal  population  because  they  come  from  diverse 
nations, heterogeneous cultures, linguistic groups, and geographies where there 






Figure 2.1: Conceptual Intersection for Aboriginal Population Health Approaches
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but  they  are  related  to  a  much  broader  community  health  approach”  (Arm-
strong  2005,  5).  This  community-based  approach  to  well-being  has  led  some 
commentators  to  characterize Aboriginal  health  improvement  as  an  aspect  of 
overall community healing (Warry 1998). Community healing implies a quality 
of community engagement consistent with the higher rungs of Arnstein’s (1969) 




Commentators on Aboriginal health have  suggested  that  “population health, 







 While  there are clear commonalities between  these  two health frameworks, 
the population health approach best known  in mainstream health care must be 
adapted for its application to Aboriginal health. Scott (2005) discusses both the 











Despite the affinity between population health and Aboriginal health, there are 
challenges to the acceptance of Aboriginal population health approaches within 
health  care.  Prominent  among  these  is  “evidence-based  decision  making,”  in 
which where evidence is restricted to “scientific” peer-reviewed studies that 
comply with Euro-Western notions of research and knowledge. Since the accept-
able knowledge base in this area is nearly non-existent (particularly with respect 




turn, will determine access  to  resources. The health authority will also need  to 
build skills and the capacity to employ Aboriginal population health approaches. 
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The  preceding  discussion  has  merely  indicated  the  potential  to  modify  the 
population  health  approach  for Aboriginal  health  planning;  a  fully  articulated 






The findings presented here illustrate not only the divergent perspectives on 
Aboriginal health planning held by Advisory Committee members, but also the 
value placed on  the Advisory Committee as  a vehicle  for meaningful Aborigi-
nal  participation.  Strengthening  accountability  relationships  and  employing 
Aboriginal  population  health  approaches  are  two  suggested  means  by  which 





tation and  reconciliation as key  themes, but  this understanding of participation 
is  not  just  a  highly  localized  construct;  representation  and  reconciliation  have 
some parallels in the mainstream participation literature through concepts such as 
accountability, power sharing, and trusting relationships. 
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and informal connections, offers benefits to Interior Health and Aboriginal 






The pattern of causality for a specific illness includes factors outside the boundaries of 
ordinary medicine—social,  emotional  and  economic  conditions  that  in  turn  lead back 
to the complex, destabilizing and demoralizing legacy of colonialism. Obviously, then, 




determination  in  an  integrated  system  of  health  and  social  services.  But,  the 
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